perspective.  The term compliance tends to ignore all the efforts of an individual to treat himself.  These often lie outside the usual medical domain and include efforts to enhance one's resistance to disease, such as cutting back on work and seeking help to reduce stress, as well as adding to or subtracting things from life, adding medications, taking medications on his own, and so forth.  Patients often conceal these behaviors from care-givers because they lie outside the model within which the physician and patient interact.
There is substantial variability in compliance among the elderly. Most elderly are compliant and much is to be gained by studying the noncompliant elderly as well as compliant elderly individuals.
It is important to realize that noncompliance, according to presently available literature, seems to be less determined by age alone than by many of the common attributes of the elderly, such as multiple pathology, polypharmacy, or mental frailty.  Young individuals with these attributes appear to be as noncompliant as their elderly counterparts.
Physician or provider noncompliance is of particular importance when dealing with the elderly.  Practitioners often fail to provide clear instructions, may not follow up on behavior problems, such as non-use of prescriptions, and are well known to be reluctant to work with the elderly.
In evaluating methods of altering compliance, the control issue is clearly important because physicians as well as patients have varying needs for control.  Some elderly patients do not wish to be given choices regarding medications or treatment but would rather be directed.  What is really needed is some reliable predictor of the control needs of the patients as well as the provider and how these might be influenced by the age of each party.  Patients may want control for some components of their care (diet, sleep time, or frequency of visits) and gladly yield others.
Special Vulnerability of Elders
A major consideration in this area is whether the special vulnerability of the elderly is caused by age itself or age-associated factors. The importance of the role of physiologic changes to this special vulnerability needs to be further evaluated. Vulnerability may be considered in two general categories.  The first is the increased sensitivity of the elderly to the adverse effects of any given treatment or disease.  The second is the mismatch between
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